and employee premiums paid for that insurance. The many provisions of the Affordable Care Act have the potential to affect the levels and trends of all three rates, because those provisions will influence the decisions by employers to offer health insurance, the decision by workers to accept such insurance, and the terms on which such insurance is offered. 7 Along with the uncertainty ahead, much remains to be understood about what occurred in recent decades. Accordingly, we turn to an examination of BLS data to fill in some of the gaps. An appendix provides details on the underlying data. Table 1 shows the access rates in employer-provided health benefits for private industry since 1991, 8 for all workers and for full-and part-time workers separately. Later, we examine takeup and participation rates as well, over the more recent period from 2003 to 2012. 
1991-2012
See footnotes at end of table.
Note: Because the Employment Cost Index (ECI) sampling methodology changed in 2001 and 2002, those years are excluded from the analysis.
Source: Authors' calculations based on data from the Employment Cost Index and the National Compensation Survey.
In the more than two decades from 1991 until 2012, the access rate for all workers declined from 77.3 percent to 70.2 percent. There was little change among full-time workers, whose access rates fell from 87.8 percent to 86.4 percent (although they were higher at some points during the period examined). The drop among part-time workers was much steeper, however, from 28.8 percent to 23.7 percent. downturn was due to an increase in the share of part-time workers in the NCS sample that occurred toward the end of the period. 9 In the academic literature, the decade of the 1990s is considered a period of declining EBHI coverage, though not necessarily because of a drop in access rates. Using the 1987 National Medical Expenditure Survey and the 1996 panel of the Medical Expenditure Panel Survey, Philip Cooper and Barbara Schone found that any shrinking of coverage was the result of a drop in the takeup rate of coverage offered, rather than a reduction in the rate at which firms offered health insurance to their workers. 10 Using the Current Population Survey, David Cutler 11 also found that declining takeup rates were responsible for the reduction in EBHI coverage and concluded that the drop was attributable to an increase in employee premium contributions.
Like Cooper and Schone, Jessica Vistnes, Alice Zawacki, Kosali Simon, and Amy Taylor used the Medical Expenditure Panel Survey for their research. 12 They estimated that EBHI coverage declined from 57 percent in 2000 to 54 percent in 2008, but because of different proximate causes than in the 1990s. These authors found that declining coverage rates in small firms were due to both falling offer rates 13 and falling takeup rates. In the largest firms, offer rates were fairly unchanged but takeup rates still fell. Table 2 shows various breakouts of the 2003-2012 trends for health plans, and table 3 shows the same for medical plans. 14 In particular, the two tables show the applicable rates of access, participation, and takeup (defined here as participation divided by access) for different establishment size categories, union-nonunion and full-time-part-time workers, and workers whose job-based wage rates were in one or another of the four quartiles of the wage distribution, as computed from the job-based wages recorded in the NCS microdata. 15 The tables also break out health plan access, participation, and takeup by various establishment-level wage groupings. 16 The group differences in both levels and trends are qualitatively similar for the two tables, so we focus our commentary on 
2012
Source: Authors' calculations based on data from the National Compensation Survey.
The top row of table 3 presents the overall trends in the incidence of employer-provided medical insurance over the decade. A 5.5-percent decline in medical plan participation was composed of a 1.4-percent decline in access and a 4.1-percent decline in takeup. The overall decline and the decline in takeup are statistically significant, but the precision of the data does not allow us to verify whether the decline in access is statistically significant.
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Next, the table breaks out medical plan data by establishment size. Looking at the incidence levels in either year reveals a strong positive relationship between establishment size and access to a medical plan. 18 By contrast, establishment size is weakly and nonmonotonically related to plan takeup, if at all. Hence, the pattern among participation rates mirrors that among access rates. Vistnes and colleagues find a similar pattern when concentrating on firm size rather than establishment size. 19 Those authors also indicate that participation declined the least among the largest employers; they attribute the difference to lower declines in access rates Union-nonunion differences in medical plan incidence are also quite stark: for a given year, union workers are much more likely to have access to a plan and are more likely to take up a plan if they have access. These disparities persisted between 2003 and 2012, although the difference in takeup narrowed, so union-nonunion differences in participation decreased over the decade. A similar story unfolded over the decade in the differences between full-time and part-time workers: a stark contrast in participation rates persisted, but narrowed, driven primarily by a narrowing in differences in takeup rates.
But perhaps the most dramatic results shown in tables 2 and 3 are in the breakouts by wage quartile. Very large differences are seen between the top and bottom quartiles of the job-based wage distribution among all three incidence variables; for example, in 2003, there was a 56.5-percentage-point difference in medical plan participation rates between those quartiles (see table 3), a disparity that persisted over the decade. The table suggests that this difference in participation rates was sustained as a balance between a widening in access rate differences and a narrowing in takeup rate differences; however, we cannot verify this observation with statistical significance. A consideration of breakouts by establishment-based wage quartiles similarly reveals large inherent differences in the cross section between the highest wage quartile and the lowest wage quartile among all three incidence measures, but this time the participation and access differences grew significantly over the decade.
Tables 4, 5 and 6 show the results of a similar analysis performed on other elements of employer-provided health insurance: those plans covering dental care, vision-related services, and prescription drugs, respectively.
At the overall level, these components of health insurance showed very different trends over the decade. Dental care evolved somewhat analogously to medical care, exhibiting a modest (and, in this case, statistically insignificant) decline in participation, with similar movements in access and takeup. Vision coverage, however, underwent a significant decline in participation, all of it through a decline in access; and prescription drug participation increased dramatically during this period, with all of the increase (and more) attributable to increases in access. Table 6 . Access, takeup, and participation of employer-provided presciption drug plans in private
industry, 2003-2012
Dental plan incidence also roughly mirrored medical plan incidence at levels lower than the all-worker level,
showing similar patterns both in absolute percentages and in changes over time. In particular, differences in participation by full-time and union status diminished over the decade, while participation and access differences by establishment-based wage quartile widened. As with the overall level, any pattern in changes in dental plan incidence by establishment size was insignificant. Between-group differences in vision plans were also similar to those of medical plans in each year, but the changes in those differences over the decade are less clear and are generally insignificant. Among prescription drug plans, the same cross-sectional relationships are again seen in the breakouts, but with the evolution of differences among the wage quartiles somewhat starker. For example, significant expansions in differences in access and participation rates between the top and bottom wage quartiles are seen.
Put together, the percentages shown in tables 2-6 tell a relatively coherent story. Various classes of workers, including nonunion, part-time, lower wage workers and those employed at small or lower wage employers, tend to have a lower incidence of employer-provided health insurance. During 2003-2012, as participation and access dropped significantly (and takeup dropped insignificantly) among the overall population, these betweengroup differences persisted. Some of the differences narrowed a bit over the decade, generally because of relative advances made by the lower incidence group in its takeup of available plans. At the same time, some of the differences expanded, generally through expansions in the between-group gaps in access. These betweengroup observations applied at various levels of detail: among health plans in general, as well as among the various subsets of health plans followed by the NCS-medical, dental, vision, and prescription drug plansdespite the fact that the overall trends among these plans varied.
The NCS also collects information on health premiums, including separate reports of employee-paid premiums and employer-paid premiums. The information is collected for each plan applicable to each job in the NCS sample, so there are often multiple premiums corresponding to a given job. The information may be summarized in a few different ways; one is to weight the different premiums by the corresponding participation rates. For example, consider a hypothetical job in which workers have access to two health plans: a highpremium plan charging $100 per month and a low-premium plan charging $0. We could compute a weighted average of the premiums by using the participation rates of workers in the two plans: if all the workers in the job use the low-cost plan, the relevant premium is $0; if all the workers in the job use the high-cost plan, the relevant premium is $100; if workers in the job split 50-50 between the plans, we could compute a weighted average premium of $50 for the job; and so on. This is the approach used by the Bureau in producing reports containing information on premiums.
20 Table 7 were roughly equal across establishment sizes. Over the next decade, the negative association between establishment size and employee premiums for family coverage increased and a positive association emerged between size and the employer premium. 21 These trends imply a growing generosity gap between large and small establishments for family-coverage plans.
The results by wage quartile are again quite striking. But participant-weighted measures such as those in table 7 fail to inform us about something important: which premiums were available to workers, regardless of whether they chose to participate? Tables 8 and 9 try to get at the answer to this question by presenting a number of statistics based on workers' access to plans. These data bear on the issue of how trends in plan takeup might be related to the premiums applicable to available plans. In addition, the data enable us to obtain a fuller description of the offerings enjoyed by workers who have more than one plan option. Each table (table 8 for single-coverage plans, table 9 for family-coverage plans) presents five different measures: (1) whether workers have access to at least one plan with no employee premium; (2) the average employee premium, with the data constrained to only the highest premium faced by workers in each job; (3) the average employer premium, again with the data constrained to only the highest premium faced by workers in each job; (4) the average employee premium, with the data constrained to only the lowest premium faced by workers in each job; and (5) the average employer premium, again with the data constrained to only the lowest premium faced by workers in each job.
The results shown in tables 8 and 9 expand on the story presented by table 7. Overall, we find that table 7's near doubling of participation-weighted average employee premiums was matched by a near doubling of the average maximum employee premium, but there was very little corresponding movement in the average minimum employee premium. In other words, the range of premiums available to workers expanded greatly from 2003 to 2012, with premiums growing at the top of the range and the average premium at the bottom of the range remaining roughly constant. A similar dynamic unfolded with respect to employer-paid premiums, but in this case the minimum employer payments actually fell significantly (by about 20 percent) while the maximum employer payments increased by around 70 percent. This dynamic suggests that employers reacted to rising health care costs by allowing some plans to rise in costs as well but also by increasingly offering other, low-cost, low-benefit plans as options. Note, however, that the substantial increases seen in table 7 among the participation-weighted averages suggest that most of the workers confronting this new, expanded range of premiums tended to opt for the higher premium plans (presumably to maintain their insurance levels) instead of taking the low-cost options.
Expansions in the range of plans offered were much more pervasive among larger establishments than smaller establishments. Average minimum employee premiums grew insignificantly among small establishments but declined significantly among large establishments, and a similar association between the trend and establishment size prevailed among minimum employer premiums. These numbers illustrate a further point: the negligible change in the overall average minimum employee premium reflects significant declines in the minimum plan offered by some fraction of establishments. Meanwhile, maximum employer and employee premiums for single coverage both grew much more slowly among small establishments than they did among large establishments.
Finally, the results by wage quartile shown in tables 8 and 9 reinforce the findings from participation-weighted averages in table 7: lower wage workers saw a relative deterioration of benefits in almost every measure.
Relative to workers in the top wage quartile, workers in the bottom wage quartile suffered a greater decrease in the availability of no-premium plans, saw their maximum and minimum employee premiums grow the most, and experienced the smallest growth in their maximum employer premiums. But they did benefit, at least in a relative sense, in one way: their minimum employer premium declined by less than did the average minimum employer premium among workers in the top wage quartile.
IN THIS ARTICLE, WE USED BLS DATA to examine access to employer-provided health insurance since 1991.
For the period beginning in 2003, we were able to fashion a more detailed analysis, assessing access, takeup, and participation rates, as well as examining patterns in employee and employer premiums. For the longer period, we noted a decline in access rates, owing to narrowing access among part-time workers. Focusing on the more recent period, we presented evidence that various classes of workers, including nonunion, part-time, lower wage workers and those employed at small establishments, tend to have a lower incidence of employerprovided health insurance. During 2003-2012, as participation and access dropped significantly (and takeup dropped insignificantly) among the overall worker population, these between-group differences persisted. Some of them narrowed a bit over the decade, generally because of relative advances made by the lower incidence group in their takeup of available plans. At the same time, other differences expanded, generally through expansions in the between-group gaps in plan access. The average premium paid by employees and employers increased substantially over the decade, with lower wage workers especially hard hit by increased employee payments. These movements in the average premium were accompanied by a widening in the range of plans offered, as low-cost plans became more prevalent, especially among large establishments and higher wage workers. All these trends provide an interesting backdrop as the health insurance system enters into a period of anticipated change.
Appendix: data
The data in the first half of table 1 (for the years 1991-2000), supporting estimates of health insurance access rates between 1991 and 2000, come from Employer Cost Index (ECI) samples that predated the full ECI integration into the comprehensive NCS. Many of these earlier samples were designed to collect compensation data solely for the purpose of estimating the ECI, a Principal Federal Economic Indicator measuring the trend in compensation costs. Although the ECI is designed to survey compensation costs, including employer-provided benefits, ECI data provide sufficient information to derive the incidence of access to some types of benefits, including employer-sponsored health benefits.
The data used in the second half of table 1 (for the years 2003-2012) and all of tables 2 through 9, which together show annual health insurance access rates for 2003-2012 and details of health insurance incidence and premiums in 2003 and 2012, come from NCS microdata that were used to support NCS publications on the incidence of benefits during those years. 22 These data are a continuation of the previous series, although they embody a different sampling methodology that was instituted when the NCS was integrated after 2000. 23 For
2003-2006, we exclude "legacy" records from the sample that were sampled under the previous approach.
Both the 1991-2000 ECI microdata and the 2003-2012 NCS microdata were collected at the job level, with observations having been randomly selected within each randomly selected establishment. For each job-based observation, information on the average wages of the workers in the job, as well as detailed information about the work schedule followed by these workers, were collected. Both sets of microdata also contain measures of employer costs for a wide variety of employer-provided benefits, including different categories of leave, supplemental pay, retirement-related benefits, legally required benefits, and various forms of insurance. 24 Plan access in the tables in this article is determined at the job level: if a plan is present that is applicable to the workers in the job, then the workers are considered to have access to the plan. Note that this statement does not necessarily imply that all workers in the job are eligible for the plan at the time of the survey: certain eligibility restrictions, such as minimum tenure, may apply. Health plan access is defined as access to any type of health plan (medical, dental, vision, or prescription drug). Because the 1991-2000 data do not have the relevant information for all observations, table 1 does not include breakouts by type of plan. As seen in tables 2 and 3, however, the access rates for all health plans and the access rate for medical plans are quite similar-a relationship that stands to reason in that few workers would be offered stand-alone drug, dental, or vision plans, but not offered coverage for medical care.
The access rates in table 1 are tabulated from the March quarterly surveys for each year. The ECI (and the NCS) collects compensation data for March, June, September, and December of each year, but annual NCS publications on the incidence of benefits generally refer to the March quarter because most private industry establishments report changes in health benefit plans during the first quarter of each year, typically reflecting any changes that may come about from yearly plan renewals. Some of the underlying methods (e.g., for handling missing data) have changed over the years, but we believe that the measures shown in table 1 are broadly compatible over the entire period. Note that, although the imputation scheme used in this article is similar to the one used by the NCS in constructing the measures reported in its publications on the incidence of benefits, it is not identical. The main differences are in (a) the way jobs for which the respondent refused to divulge whether any plan was present in 2003 were treated (we treat such observations as missing-at-random) and (b) the specification of how "nearest neighbors" were determined (we prioritize the key variables of interest in our tables: establishment size, full-time status, unionization, and job-based wage quartile, in that order). The scheme we use ensures better compatibility between the estimated values for different years, as well as more accurately capturing the between-group differences we examine in the later tables.
The measures shown in tables 2-9 were built up from the NCS microdata from 2003 and 2012 by using the jobbased weights accounting for the probability of the job's selection into the sample as well as various kinds of weight refinements, such as those accounting for establishment-or job-based nonresponse. Item nonresponse was handled by imputation using a nearest neighbor procedure. Most of the variables reported in the tables are collected directly from the data source; for example, establishment size (number of employees) is a variable that is collected directly in NCS interviews. But two variables merit special explanation. First, "job-based wage quartile" denotes the assignment of each job-based observation into one of four categories indicating which portion of the measured wage distribution the reported average wage of workers in the job fell into. To generate this variable, we first determined cutoffs for each wage quartile by taking the reported job-based wages and computing their 25th, 50th (median), and 75th quantile values (using the job-based weights so that these quantiles are estimates of the population). We then used the quantile values to assign individual observations to one of the four quartiles. As regards "establishment-based quartiles," we first averaged the observed job-based wage rates within each establishment and then applied the same procedure that we used for generating the jobbased quartiles to the establishment-based wage rates to determine the establishment-based wage quartiles. 4 Percentages are based on data derived from the BLS Employment Cost Index.
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